The Faculty of Dentistry started to arrange international conferences very soon after the establishment. The 1st international conference of the Faculty was arranged in 1999 with the theme 'Minimal Intervention Approach for Dental Treatment'. It was funded by the Kuwait Foundation for Advancement of Sciences and the Academy of Finland. The proceedings of this first Faculty of Dentistry conference were published in 2002 as the first supplement of Medical Principles and Practice [2] . The 1st KuADR conference was arranged in 2001 with the theme 'Evidence-Based Practice in Dentistry'. The proceedings of this conference were also published in the Medical Principles and Practice supplement [3] [5] , in 2011. The 11th KuADR conference was a joint one, with the 3rd AMER conference, in Abuja, Nigeria, in 2011. The 12th conference, in 2012, was arranged also to inaugurate the designation of the Faculty as a WHOCC for POHC, which had happened in 2011. The second day of the conference was devoted to the AMER and it was the first AMER council meeting with the quorum (over 50% present), when altogether 10 from 14 IADR Divisions/Sections had their representatives at this meeting. The annual international conferences reflect the heavy emphasis on research by the Faculty. The scientific publications by the Faculty staff have also increased quite rapidly along with the increasing number of academic staff, especially the senior staff ( fig. 2 ). About one third of the publications are in the domain of public health. The active research has also been recognized by the WHO, which nominated the Faculty as a WHOCC for POHC. [1] (1) to assist WHO ORH in identifying countries around the globe that have established POHC programmes and analysis of programme components included for the provision of oral health care and oral health promotion
(2) to assist WHO ORH in the assessment of the practical experiences and relevance of using primary health workers and ancillary oral health personnel in low-resource communities
(3) to assist WHO ORH in the development of appropriate models for POHC applicable to low-, middle-and high-income countries (4) to assist WHO ORH in the development of guidelines for essential care to countries/communities based on the evidence available and practical experience (5) to support the development of surveillance systems for the assessment of outcomes of POHC and school-based oral health promotion (6) to assist WHO ORH in the orientation of oral health systems towards health promotion, with emphasis on provision of evidencebased intervention and practical community approaches in oral health promotion and oral disease prevention 
WHOCC for POHC
The terms of reference for our WHOCC for POHC give the framework for the centre and they were defined in the designation document [1] ( table 1 ) . In relation to the terms of reference this WHOCC also has the following activities in its first 5-year plan [1] : (1) implementation of policies and programmes for oral health promotion and integrated disease prevention according to WHA60.17 [2] (responsible coordinator: Dr. Jawad M. Behbehani), which is described in this article, (2) surveys of health behaviour of schoolchildren for establishing national surveillance according to WHO approaches, (3) establishing oral health/health promoting schools in Africa and the Middle-East (responsible coordinator: Dr. Sisko Honkala; see separate article in this supplement), (4) appropriate POHC models for countries with different levels of economic development and (5) evidence-based approach on models of POHC (responsible coordinator: Prof. Eino Honkala; see separate article in this supplement).
PHC Concept
POHC is an integral part of PHC and it is based on the original PHC definition by the Alma-Ata conference [6] in 1978: 'Primary health care is essential health care, based on practical, scientifically sound and socially acceptable methods and technology, made universally accessible to individuals and families in the community through their full participation and at a cost that the community and country can afford to maintain at every stage of their development in the spirit of self-reliance and self-determination'. This is still the most comprehensive definition of PHC and describes what PHC actually means in this global world. The Alma-Ata conference also defined that 'health is a fundamental human right and worldwide social goal' and stated that the 'health of hundreds of millions of people in the world is unacceptable!' The conference also demanded 'equitable distribution of health resources for gaining health for all citizens of the world'. The 5 main principles of PHC at the Alma-Ata conference were defined as follows: (1) (5) multisectorial approach. These principles also concern POHC and they are still valid after 3 decades. The current understanding of PHC was redefined in the World Health Report: 'Primary Health Care -Now More than Ever' in 2008 [7] . This report states that 'people have a right to the highest attainable level of health, maximizing equity and solidarity, while being guided by responsiveness to people's needs'. According to this World Health Report 2008, PHC requires 4 main reforms: (1) universal coverage, (2) service delivery, (3) public policy and (4) leadership reforms. Universal coverage reform is based on the equity principle of the Alma-Ata, service delivery reform should be based on the needs and demands of the people, public policy reform should promote and protect the health of communities and make the environment healthy and, finally, leadership reform should make the leaders more responsible for people [7] .
Oral Health in Kuwait
The main concern of the WHOCC for POHC obviously is the oral health of the population in Kuwait and in the Middle-East region. There is only one populationbased survey including the total population conducted in Kuwait, the Kuwait Health Survey, which also included clinical oral examinations. The original data were collected in 1984-1985 and the sample consisted of 3,358 households and 26,530 individuals representing 1.6% of all people residing in Kuwait in 1984. Interviews and oral examinations were carried out for 17,906 individuals. The results were never published because the original data (magnetic tapes) were destroyed during the Iraqi invasion of Kuwait. The descriptive results of oral health were published 15 years after the survey [8] , when the hard copies of the frequency distributions were found by the Ministry of Health. No statistical testing was possible, because the subject-based data were not available. However, the huge sample size allowed very reliable estimates from the population of Kuwait. In this cross-sectional data, the caries experience (number of decayed, missing or/and filled teeth, DMFT) increased consistently according to age from 0.1 (5-year-olds) to 22.8 ( ≥ 65-year-olds; fig. 3 ). Nonetheless, it should be acknowledged that the caries assessment for the age groups above 35-40 years old cannot be considered reliable because of the increasing effect of the M-component for DMFT. Caries prevalence (DMFT >0) also increased from 2.7% (5-year-olds) to 95.9% (60-to 64-year-olds) and then slightly declined in the older age groups with the declining number of teeth among ≥ 65-year-olds [8] . The prevalence of periodontal pockets (>3 mm) increased from 0.1% (12- 57% (50-to 54-year-olds) and then also declined in the oldest age groups, when less teeth were retained in the mouth ( fig. 4 ) . The age distribution of the population in Kuwait is considerably different among the Kuwaiti and the non-Kuwaiti population groups, because the middle age groups (20-54 years) are over-represented in the non-Kuwaiti population [9] . The trends of caries experience can be estimated from the different cross-sectional child oral health surveys with WHO methods conducted between 1982 and 2000 in Kuwait, which show that no de- Table 2 . World Health Assembly (WHA60.16) recommendations to member states [13] (1) to ensure that oral health is incorporated into policies for the integrated prevention and treatment of chronic non-communicable and communicable diseases, and into maternal and child health policies (2) to ensure that evidence-based approaches are used (3) to provide coverage of the population with essential oral health care, and to incorporate oral health into the framework of enhanced PHC (4) for those countries without access to optimal levels of fluoride, and which have not yet established systematic fluoridation programmes, to consider the development and implementation of fluoridation programmes, giving priority to equitable strategies such as the automatic administration of fluoride, e.g. in drinking-water, salt or milk, and to the provision of affordable fluoride toothpaste (5) to ensure that prevention of oral cancer is an integral part of national cancer control programmes (6) to ensure the prevention of oral disease associated with HIV/AIDS, and the promotion of oral health and quality of life for people living with HIV (7) (8) to develop and implement the promotion of oral health and prevention of oral disease for pre-school and schoolchildren as part of activities in health-promoting schools to scale up capacity to produce oral health personnel, including dental hygienists, nurses and auxiliaries (9) to develop and implement, in countries affected by noma, national programmes to control the disease (10) to incorporate an oral health information system into health surveillance plans (11) to strengthen oral health research and use evidence-based oral health promotion and disease prevention (12) to address human resources and workforce planning for oral health as part of every national plan for health (13) to increase the budgetary provisions dedicated to the prevention and control of oral and craniofacial diseases (14) to strengthen partnerships and shared responsibility among stakeholders in order to maximize resources in support of national oral health programmes 5 ) [11] .
POHC Policy
The World Health Assembly had its first meeting on oral health in 2007, acknowledging the link between oral health, general health and quality of life, and emphasizing the need to incorporate programmes for the promotion of oral health and the prevention of oral diseases into programmes for the integrated prevention and treatment of chronic diseases [12] . This meeting also had a comprehensive list of actions on POHC. The World Health Assembly stated that it urges member states to follow these recommendations ( table 2 ) . Oral health promotion in Kuwait is part of the health promotion national strategy (see separate article of Dr. Kazem Behbehani in this supplement). Water fluoridation was also one recommendation which has been emphasized in Kuwait [13] . Water fluoridation had already been implemented in Kuwait, but ceased in 1984. The pre-school and schoolchildren are covered by the Kuwait National School Oral Health Programme (see the article of Dr. Jitendra Ariga in this supplement). Efforts are required to get education of den-tal hygienists re-started in the Public Authority of Applied Education and Training. The research policy [14] of the Faculty of Dentistry consisted of: (1) biomedical research, (2) clinical research and (3) dental research. It is also expected that POHC research will be strengthened by the Faculty of Dentistry and the WHOCC for POHC.
Conclusion
Because the caries experience is very high in countries of the Eastern Mediterranean region, good POHC programmes should be designed and implemented in this region. The Faculty of Dentistry will strengthen its documented research policy and as a WHOCC for POHC will try to collect information and experience from this region and exchange ideas between POHC experts in the region on how these programmes could be further developed. Effective POHC programmes should be designed and implemented in this region. This will happen according to the terms of reference and 5 activities approved for WHOCC for POHC by the WHO Global Oral Health Programme.
